Substantive evidence exists on the prevalence of sexual abuse in adults and children, the risk of offending, rates of sexual recidivism, and the effectiveness of psychological and pharmacological treatments.
1 2 However, no previous systematic reviews have evaluated the effectiveness of interventions for identified perpetrators or those at risk of committing sexual offences against children specifically.
In the linked systematic review, Långström and colleagues (doi:10.1136/bmj.f4630) assess the effectiveness of current medical and psychological interventions for individuals at risk of sexual abuse against children. 3 The authors included eight randomised controlled trials and prospective observational studies that met methodological criteria. They found insufficient evidence about the benefits and risks of psychological treatment and pharmacotherapy for adults and for children with sexual behavioural problems. Only one trial for adolescent offenders receiving multisystemic therapy provided limited evidence for reducing reoffending. The authors conclude that the evidence base is weak and further controlled studies are needed.
Given the poor evidence base, health professionals may question why they need to engage with the challenge of treating sex offenders at all, especially given the robust approach to offence focussed interventions provided by the criminal justice system. However, mental disorder in sex offenders is prevalent; about 5% have severe mental illness, 30-40% have personality disorder, and 30% (of sexual offenders against children) have paraphilia. In view of the overlap between personality disorder, persistent deviant sexual interest in children, and higher risk of sexual offences, 4 there is little justification for health professionals to leave the problem to criminal justice agencies alone.
Perhaps more than any other type of offender, there is an expectation that sexual offenders against children must receive treatment. In a systematic review of 43 studies on the treatment of sex offenders, newer forms of treatment-that is, cognitive behavioural therapy-was more effective than earlier treatment models.
1 Why has this type of treatment had such a limited effect on outcomes? The authors of one study 5 have been applauded for their robust methodological approach to evaluating their sex offender programme in California, but more recently have been criticised for having delivered a treatment model (with a relapse prevention approach) now considered to be limited in scope and depth. This reflects a wider problem with the approach to developing treatment models for sex offenders over the past century. The field has been plagued with a belief in interventions with little basis in research. This trend extends from the addiction model of the 1970s ("once a sex offender, always a sex offender") to the preoccupation with offence supportive beliefs, which remains entrenched today despite longstanding evidence that these attitudes have a weak link to sexual recidivism. 6 For example, lack of empathy expressed for the victim of the offence is still considered to increase the level of future risk, despite evidence to the contrary, and considerable time is devoted to changing this attitude in treatment. There seems to be a strong moral imperative driving the nature of treatment for sexual offenders against children, which has been contaminated by the public focus on punishment as the only acceptable outcome after conviction. These moral anxieties may have impeded researchers in exploring different research designs and clinical practitioners in using advances in treatments within the broad spectrum of cognitive behavioural interventions.
The methodology of Långström and colleagues' review raises a further consideration. The unfortunate and unintended consequence of their robust methodological approach to study inclusion means that only one of their eight studies targeted sex offenders at high risk of reoffending and three studies targeted individuals at lower risk. Why does this matter? Sex offenders generally, and sexual offenders against children specifically, have a low rate of sexual reconviction, which is much lower than is generally assumed by both the public and professionals in the field. Långström and colleagues suggest that this low base rate has implications for the power of sample sizes and the length of follow-up required. However, a retrospective analysis 7 of the criminal justice literature shows that low risk offenders (sexual, violent, or general) do not respond to cognitive behavioural interventions; in fact, their reconviction rates are greater than matched samples who do not enter treatment. 7 Therefore, the need for sex offenders at low risk of reoffending to receive treatment is questionable, even contraindicated. 8 In addition to punishment and treatment, approaches based on psychologically informed management show promise. 9 Such interventions involve multiagency community approaches to 
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managing sex offenders, which draw on the psychological principles involved in understanding the offending behaviour. These include multiagency risk management, which has developed internationally, and schemes such as circles of support and accountability, which do not involve treatment but draw on volunteers from the offender's locality to support and monitor the individual in the community. 9 Circles of support and accountability are beginning to show positive effects on sexual recidivism.
What is the future direction of treatment for sexual offenders against children? Two areas hold exciting possibilities. Firstly, treatment interventions that target sex offenders at higher risk of reoffending are increasingly influenced by evidence emerging from the field of personality disorder. 10 The high incidence of personality disorder in sexual and violent offenders at high risk of reoffending means that these developments offer an important opportunity for refining treatment models. Secondly, if methodological approaches to service evaluation can be improved, there may be opportunities to demonstrate an improved treatment effect. A randomised controlled trial, comparing drug treatment alone, psychological treatments alone, or both treatments combined would overcome some of the ethical objections to a control group receiving "no treatment." A pilot study is already underway in an English prison 11 and, although no results are available as yet, international collaboration in this area is feasible.
